We read with great interest the article by Dr Beenen and colleagues (1) in the July 2015 issue of Acta Radiologica. We appreciated the use of single-pass split-bolus CT in polytrauma, but there are some concerns to be discussed.
In the Materials and Methods, imaging protocol Group C paragraph, the authors report a fixed delay and volume of contrast medium for splitbolus CT protocol (60 s before start of the CT 80 mL intravenous contrast medium at a rate of 4 mL/s and saline 40 mL contrast medium at a rate of 5 mL/s and saline chase). Since the patients' weight is not considered, the authors do not explain how both the delay and volume of contrast medium for each bolus were determined.
In the Results section, for Group C, a contrast enhancement mean value of 79 Hounsfield Units (HU) for liver parenchyma is reported. This contrast enhancement value is lower than the one obtained by conventional and split-bolus CT protocol.
The patients' weight is an essential factor to establish scan delay and contrast material volume for first (parenchymal enhancement) and second bolus (arterial enhancement) by split-bolus CT and to obtain a reproducible and valid exam for diagnostic purposes (2) (3) (4) (5) (6) .
At our institution, we implemented and optimized a split-bolus whole body 64-slice multi-detector row CT protocol (5, 6) , also applicable in trauma and nontrauma patients, that does not influence image quality and diagnostic performance. In adult patients (weight range 60-75 kg), we administer intravenously a first bolus (1.2 mL/kg) of contrast medium at a flow rate of 1.5-2 mL/s and a second bolus (fixed 60 mL) of contrast medium at rate of 3.5 mL/s; each bolus is followed by 20 mL of saline solution at the same flow rate.
Moreover, the reproducibility of our split-bolus CT protocol is obtained by using the bolus-tracking technique. A region of interest (ROI) of the bolus-tracking (raising the threshold value at HU) is placed in the descending aorta. After injection of the first bolus of contrast medium, the bolus-tracking is initiated and when the ROI indicates the arrival of the contrast medium in the aorta (approximately when 300 HU are reached), the scan is started after almost 6 s. A cranio-caudal single-pass of the chest/abdomen/pelvis combining two contrast phases is obtained.
We believe that in addition to diminishing radiation exposure, both the reproducibility and imaging quality correlated to diagnostic efficacy represent a further rationale for a wide application of split-bolus CT technique.
